21 YT PTLIE .

VR WLy I\W

) i

AN
CMIA MEUILAL fAav e -

-

bifine

ige

T VNLUNTARY reporting

professionals of adverse
and product problems

FOA Use Onty
3

Form Approved: OMB No 0910-0291 Expires.t /31754

See OMB statement on reverse

Triage unit
sequence ¥

[2 7417 ]

Aok el

1. Name (give labeled strength & mir/labeler, i known)

w Gortaszo t{“ﬂﬂ/ﬂ

C. Suspect medication(s)

#2

(] Product problem (e.g., defects/malfunctions)

2. Dose, frequency & route used

nHI2 * 35/7(7/0

2. Outcomes attributed to adverse event o
{check all that apply) /%/d»sabmty

(] deatn . congenital anomaly
! {7 required intervention 10 prevent

" . {mordaytys
(] siteswreatening permanent impairment/damage
spitalization - initial or prolonged ] other:

3. Therapy dates (if unknown, give duration)

G5

w2 7

#2

4. Diagnosis for use (indication)

" Gz st fevess

#2
A 6. Lot # (it kn 7. Exp. date (if kn
3. Date of // / 0 4, l:a&of Wk/ﬂa , (it known) 9 xp. date (if known)
thi rt :
‘evﬂ\l 7 j ﬂ b s repo
5. Describe everit or problem v #2 #2

S.

LAl

Event abated after use

stopped or dose redu
Dlyes [Jno [ Ago88n

#2

Clves CJnd” (Igaesr

9. NDC # (for product problems only)

8.

#1

Event reappeared atter

reintroduction
doesn't
Clves (no e

#2

Clyes [Ine Dgggfy""
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ver to 102, inc SOB, nonproductive cough for
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flure from APAP ingestion for transipnat eval.
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